Healthcare Practitioner License Printer Friendly Detail Information Display

License Verification

Data As Of 2/28/2012

MICHAEL ) BENJAMIN

LICENSE NUMBER: ME14909

Profession
MEDICAL DOCTOR

License/Activity Status
CLEAR/ACTIVE

Qualifications
Dispensing Practitioner

License Expiration Date
1/31/2014

Disciplina on Flle

YES

Address of Record

7777 N. UNIVERSITY DR

SUITE 102
TAMARAC, FL 33321

Licensa Original Issus Date
12/31/1973

Public Complaint
YES

The information on this page is a secure, primary source for license
verification provided by The Florida Department of Health, Division of

Medical Quality Assurance. This website is maintained by Division staff
and is updated immediately upon a change to our licensing and

enforcement, database.
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Active Medical Doctor License # ME 14909 expires January 31, 2006.

The fee of $454.00 and the renewal notice must be postmarked on or before January 31, 2006.

Renewal notices postmarked on or after Eebruary 1. 2006 require renewal and delinquent fees of
$839.00.

MICHAEL J BENJAMIN 7707 N UNNVERSITY DR
7707 N UNIVERSITY DR SUITE 205
SUITE 205 - TAMARAC, FL 33321

TAMARAC, FL 33321

Go to www doh-maaservices.com to renaw your license, change your address, and confirm information maintained bythe
Department. Listed below is your AccountiD and password for online services. If you renew online, you will receive a temporary
license upon successful compietion of your renewal. Online renewals are processed immediately and your license status is
updated online within seven business days.

Avoiding complaints can protact your clients and your abiiity to practice. Go to www.doh state flus/maafavold htmi to find out
more,

'Ifyou any changosto the nlmo, mllllng address, practlce Iocatlon addr.ss. llconu status or mlllhry
status information associated with your license, please provide the updated information in the appropriate
flelds of uctlon 7 on the back ofthls form.

A. Onlme Renewal Vlsit WWW, dohﬁanrviusnom go to the Practltloner Logon box select your prd‘ession and
enter your Account ID and password. f you are requesting a status change, you will be ineligible to renew your
license online. The system will be aveilable for renewals until midnight, Eastemn Standard Time (EST), January 31,
2006. To use the online system, you will need the following information:

Account ID:
Password

{Note: Account 1D and Password must be sntered sxactly as they appear.)

The online renewal system will allow practitioners to update their mailing address and to confirm licensee information
maintained by the Department. Practitioners will receive confirmation of their successful renewal before logging out of
the system.

B. U.S. Mail: Mail completed form and fee payable to the Department of Heaith to the following address:
Department of Health, Division of Medical Quality Anunnco, PO Box 6320, Taliahasses, FL 32314-8320

Bysubmlttlng theappropriate renmal fees to the Department,a Iriconsee certmes compliance wnh all
requirements for renewal, including continuing education credits.

File Number: 10330 Sequence Number: 2721 |!!|“IIII.I"I
[ LU R B T R O ) 9

Profession Code: 1501 20 20
Please make changes to your license Information in section 7 on the BACK of this form.




e Florlda Department of Heaith - Board of Medicine .
_ L . License 'Renewal Notice::
Actwe (group 1) Medical Doctor Llcense # ME 14509 expires January 31, 2002.

To awid a delinquent charge, the fee of $406.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/forms postmarked on or after February 1, 2002 require renewal and delinquency fees of $791.00.

W'.E. .....

4 DEPARTMENT USE ONLY _

S G e e et T Oe R A T
Bl i it

1, CHANGE 'OF MAILING ADDRE

Current Mailing Address:
MICHAEL J BENJAMIN
7767 N UNIVERSITY DR —
SUITE 205  eapy— i
TAMARAC, FL 233321 i
City: - S Iy I
o Fate = )1/23/01
2. fare & 1272700
£ 1517
7707 N UNIVERSITY DR : 33?3043591
SUITE 205 [aweot Adsrane: v s 3406, 00
TAMARAC, FL 33321 : i

Q 1am requ nngmy sms (Miltary Resiricted must submit proof actlvomilitnry uty. Attach a copy
your current active duty orders or a letter from your Commanding Officer.)

(O Please remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Ofﬁcar )

E-Renewal alluwayoutomakeaddmsscmngas E-Homml dues notauowyoutorermorim by adding or remowving a
status, such as paying & delinguency fee or changing a license status. Due to high volume, allow sufficient time to renew
since e-Renewal will not be available after midnight Eastern Time (ET) January 31, 2002. E-Renewal will require the
following information:

PIN Number.
- License Number: ME 14908
B. U.S. Mail:
Mail this compieted renawal form and fee payable to the Department of Health to:
P.O. Box 6320
-_Tallahassee, Florida 32314-8320

b
o,

Filo Number: 10330 20 20 SequenceNumber:31%8 ||..lll
) B 1 4 -
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Florida Department of Health - Board of Medicine

| LICENSE RENEWAL NOTICE adbved Date ; 1272105
Active Medical Doctor License # ME 14909 expires January 31, 200. R e rara

The foe of $454.00 and the ranewal notice must be postmarked on or before Januery 31, 2006. +atRacer s - oot sT ey

Renewsl notices postmarked on or after February 1, 2008 require renewal and delinquent fees ofoy, B Armount - 5454.00
$839.00. PRG_CDE : 1501
1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LOCATION:
This sddranse will be #30d for all sovrespondenca from the Department of Heaith. mmmummmmmmumm‘_
MICHAEL J BENJAMIN 7707 N UNIVERSITY DR
7707 N UNIVERSITY DR SUITE 205
SUITE 205 TAMARAC, FL 33321

TAMARAC, FL 33321

3. RENEW ON LINE TODAY! :
Go o www.doh-maaservices.com 10 renew your license, change your address, and confirm information maintained by the
Departiment. Listed below is your Account ID and password for online senvices. i you renew online, you will recsive a temporary
ficense upon successful completion of your renewal. Online renewals are processed Immediately and your liconse status is
updatad onfine within seven business days.

Awiding complaints can protect your dients and your ablity o practice.-Go to www.doh state fl.usimgafavoid.htm| 1o find out
more,

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, maifing address, practice location address, license status or military
status information associated with your license, please provide the updated information in the appropriate
fields of section 7 on the back of this form.

E. THERE ARE TWO RENEWAL METHODS AVAILABLE: _

A. Online Renewal: Visit www.doh-maaservices.com go to the Practitioner Logon box, select your profession and
enter your Account.ID and password. I you are requesting a status change, you will be ineligible to rensw your
license online. The system will be available for renewals until midnight, Eastem Standard Time (EST), January 31,
2006. To use the online system, you will need the following information:

Account IL
Passwor”.
{Nots: Accourt ID and Paseword must be enterad axactly as they appeer.)
The online renewal system will allow practitionars to update their maliing address and to confirm ficensee information

maintained by the Department. Practitioners will receive confirmation of their successhiud renawal before logging out of
the system.

B. U.S. Mail: Mait completed form and fee payabie to the Department of Health to the fllowing address:
Department of Health, Division of Madical Quality Assurance, PO Box 6320, Tallahasses, FL. 32314-6320

8. Other Information:

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 10330 Sequence Number: 2721 l‘!l'.".l.'l!.
* L] 14 [] .

Profession Code: 1501 20 20
Please make changes to your license information in section 7 on the BACK of this form.

MQA.

“>»




Florida Department of Health - Board of Medicine
- LICENSE RENEWAL NOTICE
Active Medical Doctor License # ME 14909 expires January 31, 2004.
The foe of $454.00 and the renewal notice must be postmarked on or before January 31, 2004.

Renewal notices postmarked on or after My,mmmmum«um
$839.00. .

PR.O CDE:1 501

1. CURRENT MAILING ADDRESS: 2. CURRENT PRACTICE LOCATION:
This address will be used for all corrnpondonce This address will be printed on your license
from the Department of Health. and posted on the internet.
MICHAEL J BENJAMIN 7707 N UNIVERSITY DR -
7707 NUNIVERSITY DR : SUITE 205
SUITE 205 TAMARAC, FL 33321

TAMARAC, FL 33321

3. RENEW ON LINE TODAY!

Go 1o www.doh-maaservices.com and renew your license, change your address, and updats your profile. Listed below is your -
user id and password for online senvices. If you renaw onfine, you will receive a temporary licenss upon succesgful completion
of your renewal. Online renewals ars processed immaediatelyand your license status is updated online within seven business
days.

4. CHANGES TO CURRENT LICENSE INFORMATION:

If you have any changes to the name, maliling addreas, practice location address, blographic information,
llmostﬁuswnmlhqmmfmmmwwm'mmunmmmmm
information in the appropriate fislds of section 7 on the back of this form.

S. THERE ARE TWO RENEWAL METHODS AVANABLE:

A. Online Renewa|: Visit hitps//www.doh.state.fl.uWmgaservices and click on Renew My License to renew your
license online. If you are raquesting a status change you will be ineligible to renaw your license oniine. The system
will be awailable for renewals until midnight, Eastern Standard Time (EST), January 31, 2004. To use the online
system, you will nead the following information:

Account 1D:
Password

{Note: Accournt 10 and Password are case sensitive.)
The online renewal systam will aliow practitioners to update their mailing and practice location addresses and to
confirm licenses information malintained by the Department. Practitionars will receive & temporary license upon
successfu renewa! before logging out of the system.

B. U.8. Mall; Mail mpldadbmmdiaepayauotothebepamnmtolmmmunfwmimMs

Department of Health

. Division of Medical Quality Assurance
PO Box 6320
Tallahasses, FL 32314-6320

6. Other Information:

By submitting the appropriate renewal fees to the Department, a licensea certifies compliance with all
requiremaents for renewal, including continuing education credits.

File Number: 10330 Sequence Number: 480 |..I.-'.m'l..ll ,
20

Profession Code: 1501 20

Please make changes to your license information in section 7 on the BACK of this form.

*nu..—h'-‘"'"ﬁ-hL——'




Active Medical Doctor License # ME 14909 expires January 31, 2004.

The fee of $454.00 and the renewal notice must be postmarked on or before January 31, 2004.
Renewal notices postmarked on or after February 1, 2004 require renewal and definquent fees of
$839.00.

This address will be used for all correspondence This address will be printed on your license

from the Department of Heaith. and posted on the Internet.
MICHAEL J BENJAMIN 7707 N UNIVERSITY DR
7707 N UNIVERSITY DR SUITE 205

SUITE 205 TAMARAC, FL 33321

TAMARAC, FL 33321

Go to www.doh-mgaservices.com and renew your license, change your address, and update your profile. Listed beiow is your
user id and password for online services. If you renew online, you will receive a temporarylicense upon successful completion
of your renewal. Online renewale are processed immaediately and your license status is updated online within seven business

days.

If you have any changes to the name, mailing address, practice location address, biographic information,
license status or military status lnfonnation associated with your license. Please provide the updahd
information in the appropriate fields of section 7 on the back of this form.

A. Online Renewal: Visit hitps//www.doh.state.fl.ussimgaservices and click on Renew My License to renew your
license online. If you are requesting a status change you will be ineligible to renew your license online. The system

will be available for renewals until midnight, Eastem Standard Time (EST), January 31, 2004. To use the online
system, you will need the following information:

Account |

Passwo!

(Note: Accourtt Id and Password are case sensmve)
The online renewal system will allow practitioners to update their mailing and practice location addresses and to
confimm licensee information maintained by the Department. Practitioners will receive a temporary license upon
successful ranewal before logging out of the system.

B. U.S. Mail: Mail completed form and fee payabie to the Department of Health to the following address:

Department of Health
Division of Medical Quality Assurance

PO Box 6320
Tallahassese, FL 32314—6320

By submitting the appropriate renewal fees to the Department, a licensee certifies compliance with all
requirements for renewal, including continuing education credits.

File Number: 10330 Sequence Number: 458. I.!I!.'!..'!.!I

Profession Code: 1501 ‘ 20 20

Please make changes to your license information in section 7 on the BACK of this form.



Active (group 1) Medical Doctor License # ME 14809 expires January 31, 2002,

To avoid a delinquent charge, the fee of $408.00 and the renewal form must be postmarked or electronically submitted on or before
January 31, 2002. Renewal notices/orms postmarked on or atter February 1, 2002 require renewal and delinquency fees of $791.00.

Current Mailing Address: New Mailing Address:
7707 N UNIVERSITY DR poe
SUITE 205 — -
TAMARAC, FL 33321 Address:
Chy. State: p:
Phone: { ) {
Current Practice Location: New Practice Location:
7707 N UNIVERSITY DR A
SUITE 205 Sirest Addrase:

TAMARAC, FL 33321

Description Department Information information is Accurate Correct Information
Social Security # () Yes ) No

Date of Birth 05/23/40 () Yes C I No

Sex Pata Missing D Yes (O No

Race Not Given () Yes (O No

Race Options: White, Black, Native, Asian, Other, Hispanic & not given

| am requesting Military Restricted Status. (Military Restricted must submit proof of active military duty. Attach a copy of
your current active duty orders or a letter from your Commanding Officer.)

Piease remove the Military Restricted Status from my license. (Provide copy of DD214 or letter from Commanding
Officer.) :

Yes

|

A. Internet E-Renewal: Web address hitp:
E-Renewal allows you to make address changes. E-Renewal does not allow you to renew online by adding or remoning a
status, such as paying a delinguency fee or changing a ficense status. Due to high volume, aliow suficient time to renew
since e-Renewal wiil not be available after midnight Eastern Time (ET) January 31, 2002, E-Renewal will require the
following information: ‘

PIN Number
License Number: ME 14809
8. U.S. Mail:
Mail this completed renewal form and fee payable to the Department of Health to:
P.O. Box 8320

Tallahassee, Florida 32314-6320

File Number: 10330 20 20 Sequence Number: 3138 |.l|.!llll.l.ll
+ M LN R R | B
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A /
NEN
\ L.
Robert G, Brooks, M.D
MICHAEL J BENJAMIN, M.D.
7707 N UNIVERSITY DR SUITE 205
TAMARAC, FL-33321
Dear Dr. BENJAMIN
The information to be published on practitioner profile is printed below. in canying out our mandate
1o publish physician profiles, we want {o do everything we can to ensure the information that is Is corract.
We are providing this information to prbtbibwumbm?‘oumoppmmbmhmww
changes, corrections, anddor om Under Section 456.042, Statutes, you have thirty {30) days from the
date you receive this letter to submit to 4052 Bald Way, Bin # C10, Talishassee, Fiorida
32399-3260. i you have no changes.your profile will be as it appears below on the World Wide Web,

Listed below is information that you ld review carefully.

First, although the law requires you to[report all disciplinary action taken by facilities, including faciities outside
Florida, the action taken by Florida hospitals and ambulatory surpical certers will not be published on the
profile. Pleass review and identify and action, which was talen by a hospital or ambulatory surgicai
center licensed In lFlorldu to ensurs this discipline is not Inciuded on the published profile.

Second, the law reqyires that gli criminal convictions must be reported to the department pursuant to Section
458.039(1)(a)7, Florida Statutes. I criminal corviction was expunged or the records wene sealed, please send
a copy of the court dider expunging orfsealing the records. ¥ you have any questions or concems about the
criminal comictions jo be published the profile, as they are stated in this letter, please provide them in writing to
the department. |

Oiwmmﬂmﬂonlscom
&Mypmmhglnbrruﬂonbirmm changes are noted below.

i Practitioner Information

License Number : 14909 License Status : ACTIVE CLEAR
Profession | :Medical Doclor Year Bagan Practicing : 07/01/1968
Primary Busingss:

7707 N UNIVERSITY DR SUITE 205
TAMARAC FlL 33321

Secondary Locations:

Staff Privilgges:

14906-1




Institution Name - City State

NORTHWEST MEDICAL CENTER MARGATE FLORIDA
CORAL SPRINGS MEDICAL CENTER CORAL SPRINGS FLORIDA

——TAMKAAC ——————FLORIDA—
Facuity Appointments.

This practitioner has not had the responsibility for graduate medical education within the last 10 years.
This practitioner does not ¢ ly hold faculty appointments at any medical/health related institutions of

Il. Education and Training

Medical School : Dates of Atterdance : Graduation Date : Dagree Title
1. HEALTH SCI CENTER-BROOKLYN : 068/01/1963 - 05/01/1867 : 05/01/1967 : MD-

Other Health Related Degrees:
This practitioner does not hold &

additional health related degrees.

L  Professional and Postgradualy Training

1. LONG ISLAND JEWISH MENCA
NEW YORK : 7/1/1987 - 6/30/1p6€

2, HOSPITAL CENTER : RES
: 7111089 - 6/30/1971

IV. Speciaity
This practitioner holds the following certifications from specialty boards recognized by the Florida board
which reguiates the profession $r which he/she Is licensed:

Specialty Board : Certification

1. AMERICAN BOARD OF OB§ ICS & GYNECOLOGY : OBG - OBSTETRICS AND GYNECOLOGY

V.

mispraaiﬂonerhasnot 8d any professional or community service activities, honors, or awards.

Publications |
Thhpmctﬂbnerhasnotpmvsdadanypublbatbnsﬂnthelslwauhoredin peer-reviewsd meadical literature
Mmmlhelasttmyears.

14906-2



Languages Other Than Engiigh

This practitioner has indicated t
patients, or that a translation
1. FRENCH

2. SPANISH

Other Affilgtions

t the following languages other than English are used to communicate with
beisavailableforpat:ents.at his/er primary place of practice:

This practitioner has provided
1. AMERICAN COLLEGE OF
2. FLORIDA AGABEMV-OF

3 BHOWARD COUNTY MED

E-Mail Address
Not Provided

Qnmw

chgaméncgl,—ml, county, or professional affiiations:
CS&GYNECOLOGY  DBOARD 8/~
ASSOCIATION

This pracuﬁorierhas not indicathd any additional state icensure,

Financlal Responsibiiity

1 have hospital staff privileges
per claim, mhaminimun
defined under's, 624.08, F. S.,
retention as defined
under s. 627.351(4), F. S., or
cartilythatltmaboonmh
(retroactive coverage) or if |
retroactive coverage for the two
event my coverage is terml
requirement through other
Michmayhmoccumddﬁm

Y. Criminal onemec

The criminal history inform
svaliable to tha public. The

compietely atthis ti
This practitioner has indicated t

V. Final Discipiinary Action

Pursuant to ssction 4585.5851
hospital or anbulatory surg

| hawva prafessional |-ability coverage in an amourt not less than $250,000
aggregate of not leas than $300,000 from an authorized insurer as

a surpius fines inaurer as defined under 5. 626.914(2), F, S., from & risk
8. 627.942, F. S.,from the Joint Underwriting Association established

a plan of self-insurance as provided in 8, 627.367, F. S. | futher

ly insured with an entity as outlined above for the past two years
insurance from a different antity providing insurance, | will purchase
preceding my inception date of covarage. | further certily that in the
or that | desire to become uninsured and meet the financial responsibility
in 8. 458.320 or 459.0085, F. 8., 1 wiil maintain coverage for incidents

the two years preceding my bacoming uninsured.

r, if any exists, will be lmoumhh:fodual criminsl history is not
nal h information ¢ has hot bean
. Al criminal history checks should cunpbhdbyhleh 2000.
hat ha/ahe has NO criminal oflermes.
n last 10 years)
P,Fampmwmmmmmmmmmwa
centers licensad under chapter 396, F.S.

14808-3




AC#H# COPY STATE OF FLORIDA

DEPARTMENT OF HEALTH ; 1
DIVISION OF MEDICAL QUALITY ASSURANCE g
DATE LICENSE NO. CONTROL NO.
12/04/2001 ME 14309 $3229 §

THE MEDICAL DOCTOR
NAMED BELOW HASIETAI.L REQUIREMENTS OF

THE STATE OF FLORIDA.

LICENGE NO.
iy |
ALL REQLIREMENTS OF

JANUARY 31, 2004

Z ne
THE LAWS AND RULES
PRATION DATE:
MICHAEL J BENJAMIN
COFY - NOT A VALID LICENEEX - COFY

AT LEAST 90 DAYS PRIOR TO THE
EXPIRATION DATE SHOWN ON
THIS LUCENSE, A NOTICE OF
RENEWALWILL BE SENT TO
YOUR LAST KNOWN ADDRESS.
IF YOU HAVE NOT RECEVED

:
:
:
:

COPY - NOT A VALID LICENSE - COPY

i
Pl
B

EXPIRATION DATE: JANUARY 31, 2004
YOUR LICENSE NUMBER IS  ME 14000 ,PLEASE USEIT IN ALL CORRESPONDENCE WITH YOUR BOARIVCOUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MALING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER {E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD I8 NOT CONSIDERED LEGAL DOCUMENTATION.

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

[_] REQUEST DUPLICATE LICENSE

SIGNATURE REQUIRED
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ABSURANCE
LICENSURE SERVICES
4082 BALD CYPRESS WAY, BIN 5C-10
TALLAHASSEE, FLORIDA 32399-3260

[] NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [] MAILING ADDRESS CHANGE
FROM:

MIDOLE

TO:

LAST FRST MIDDLE

ciry STATE ar
DH 2103, 5558

DEPARTMENT OF HEALTH

DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

4052 BALD CYPRESS WAY, BIN #C-10
TALLAHASSEE, FLORIDA 32399-3260

MICHAEL J BENJAMIN
7707 N UNIVERSITY DR
SINTE 206
TAMARAC, FL. 33321



7. CHANGES TO CURRENT LICENSE INFORMATION:

(O CHANGE OF NANIE:

Name changes reqtiire legal documantation showing the nare change. Pluumalmmﬂuapmhwpyofonodmo
Mwmmamm(mmmmmummnnmdmmmm
of the court), & divorce dacree indicating restoration of your maiden name, or a colrt onder (e.g., adoption, name

change, or
federal of thess will be uhless the riment has about the of the
idu:kydnnoe) Any:rno ' m m'::za a authenticity

if the name mnolbeoomplamd.ywrmwﬂberemwed the current naine.
iy RS RS ARBANEN e

i 5 AR AN AN
mml]]l[lllllll]r&[ﬂﬂ@»wm M:D:Drrmom«c.)

(O CHANGE OF MAILING ADDRESS:

s e -

H

iH

som [ ]] sl [[TTT-TTTT] el ITDITTETTTT]
CHECKLIST FOR MAILING RENEWAL FORM 3
¥ mailing your renewsl form, usammodtﬂstbelawasagmdefnrendosmalhnqmmd iterns 10 ansure & smooth
renewal. f renswing by mail, allow 2-4 weeks processing lme
REQUIRED: ) Renawal notice

O Check or Monay order written fo Department of Health

O Financial Responsibliity form {check only one item on the FR form)

O wail to: PO Box 8320, Tallshassee, Florida 32314-6320

¥ you are nnﬂdngtoacﬂvosuuu.muldyoubomllablnopmmmm«n services in special
:eodo.#dbnortoholpshﬂdhahrmodlcalaulﬂamhmduﬂmﬂmndmmcyormal«

O Yes
CHANGE OF LICENSE STATUS:

(O I wish 1o change mystaus from Active 1o inactive. Th-faebrﬂn inactive receipt is $415.00. The fee for inactive aftar Ja nuary
31,2008 Is $900.00.

4

-
13

N

CHANGE OF MILITARY STATUS:

o | am requesting Miitary Resbicied Status. (You must cubmitpmofofacﬁw military duty. Mnch a copyof your current aclive
dutyorders or a lefter from your Commanding Officer.) The fea for military restricied is 300.00

CHANGE OF RETIRED STATUS: 3
O | am requesting refired status. The fee for relired status is 355'.00poslmmdon0tbabro nuary 31, 2006. The fee for
retired status on or after February 1, 2008 is $540.00. .

DISPENSING:

O { wish o dispense medicinal drugs for a fee from my practice Ipeaﬂon and 1 understand an lnnual ingpection of my
dispensing records will be conduciad. The fee for registration § as a dispensing practitioner is s-wo.oo in additon 0 your
renswal foe.

-

]
+




NAME:

FINANCIAL RESPONSIBILITY
LICENSE NUMBER:

Financial mmmwmmmdmmmmmmmm
only one option of the tan provided pursuant to s. 458.320, Florida Statutes.

OPTION |: FINANCIAL RESPONSIBILITY COVERAGE

1.

D2.

)f\

} do not have hospital stalf privileges and | have obtained and maintain professional llsbifity coverage in an amount not less
than $100,000 per ciaim, with a minimum annual aggregate of not leas than $300,000 from an authorized insurer s defined
under s. 824.00, F. S., from a surplus lines insurer as defined under . 626.914(2), F_S., from a risk retention group as defined -
under 8. 627.942, F.S., from the Joint Underwriting Association establishad under 3. 627.351{4), F. S., or through a plan of self
insurance as provided in 5. 627.367, F.S.

| have hospital stalf privileges and | have professional Eability coverage in an smount not less than $250,000 per claim, with a
minimum snnual aggregate of not less than $750,000 from an authorized insurer as defined under 5. 624.00, F. S., rom a

-surphis ines insurer se defined under 8. 626.914{2), F. 5., from a risk retention group as defined under 5. 027.942, F.S., from

NMWMWM& 827.351(4), F. S., or thvough a plan of saif insurance as provided in
8.627.357, .

I do not have hospltal staff privileges and { have established an irrevocabile letier of credit or an sscrow account in an amount
of $100,000/$300,000, in accordance with Chapter 675, F. S., for a letter of credit and 8. 625.52, F. S., for an sscrow account,

| have hospital stsff privileges and | hsve established an irevocable letter of credit or an escrow account in an amount of
$250,000/$750,000, in accordance with Chapler 875, F. S., for a letter of credit and 8. 625.52, F. S., for an sscrow sccount,

| have slected not 1o carry medical malpracice insursnce, however, | agrae 10 satisfy any adverse judgments up to the
minimum amounts pursuant 1o 8. 458.320(5)(g)1 or 450.0085(5)g)*. F. S. | understand that | must sither post notice in the
form of a "sign” prominently displayed in the reception area or provide a wrilten stalement 1o any person 10 whorm medical
sarvices are being pravided that | have decided not to cary medical malpractics insurance. | understand that such a sign or
notice must contain the wording specified in s, 458.320(5)(g) or 450.0085(5Xg), F. S.

-

OPTION 1i: FINANCIAL RESPONSIBILITY EXEMPTIONS

01,

02.

Q3.

04,
As.

1 practice medicine axclusively as an officer, employee, or agent of the federal povernmant, or of the stats or its agencies or
subdivisions;

§ hold a lmitad icense Issued pursuant to 8. 458.317 or 459.0075, F. S., and practice only under the scope of the imited
Bicense;

| practice only In conjunction with my teaching duties at an accreditsd medical school or its teaching hospitals. (intems and
residents do not quallfy for this exemption).

| do not practice medicine in the State of Florida or;

| meet all of the following criteria:

(a} | have heid an active license 1 praciice in this state or another state or some combination thereof for more than 15 years;
(b} | am retired or maintain part time practice of no move than 1000 patient contact hours per year;
(c)thuhwmmmmmmmmmmmmmmmmummm
gﬂ;hmndbmmmhddmpﬁwﬂyuﬂom“hmmmmmmmwm

{e) | have not been subject, within the past ten years of practice, to ficensa revocation or suspension, probation for a period of
three yoars or longer, or a fine of $500 or more for a violation of Chapler 458 or 459, F.S., or the medical practice act of
WMAwwmdamdmﬂmwmwm
seltiernent offersd in response 1o or in anticipation of filing of adminietralive charges against a lcense shall be construed as
action against a ficense. | understand i | am claiming an exception under this section that | must elther post notice in the form
of a sign, prominenily displayed In the receplion ares or provide a written statement to any person 10 whom medical services
are being provided, thet | have decided not io cany medical malpractice insurance. | understand such a sign or notice must
contain the wording specified in s. 458.320(5)Xf) or 450.0085{5)N, F. 5. .
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FINANCIAL RESPON

The Financial Responsibility options are divided into two categories, coverage and exemptions.
Choose only ONE option_ of the ten provided pursuant to $.458.320, Florida Statutes.

CATEGORY |- CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

(1. | do ot have hospltal stuff priviieges and | harve established an irrevocable latter of credit or an gecrow account in an amount of
$100,000/5300,000, in accordance with Chapter 675, F. S., for a letter of credit and 3. 625.52, F, 8., for an escrow account.

2. thawn hospial staff privileges and | have established an imevocable letter of credit or sscrow account in an amount of
$250,000/$750,000, in accordance with Chapter 625, F. S., for a letter of credit and 3. 825.52, F. S., for an escrow account.

(3. 1 do not have hospital staff privilages and | have obiained and maintain professional Hability coverage in an amount not less

unders. 824.08,F. S, m.mmm«ummmmmqaws from a risk retention group as defined

under 8. 627.642, Fs mmmmmmm;mxm)m S., uwmapbnot

ael-inwmuupvwidodhl.ww F.S. [turther certify that | have bean continuously insurad

above for the past two years {retroaciive coverage) or if | seek insurance from a different providing insurance; | wil

purchase retroactive coverage for the two years proceeding my inception date of coverage. 1 c.Mythdhthlmrny
bWthMm»mmmmmwmmmw

plwisiomhn 458.320 or 450.0085, F.S., | will maintsin coverage for incidents which may have cocurred during the two years

ﬂmmmm
4, |mmmmmlmm mmmmﬂdbummwwn witha
an

of not iees than $750,000 from insurer as defined under 5. 524,09, F. 5., from & surplus
Iimslnsworn under 5. 626.914{2), F. &MaﬁmmummaWMFs. from the Joint
ummmmmmm;mm«u 8., or through a plan of self insurance as provided in . 827367, F .S,

| further certify that | have been continuously insured with mﬂyuM&mhhp‘Mw{Mm)
or if | seek insurance from a different entlly providing insurance | will purchase retroactive coverage for the two years preceding my
inception date of coverage. | further certily that in the event my coverage is cancelled or that | desire fo become uninsured and
meet the financial responsibility requirements through other provisions in 8. 458,320 or 456.0008, F.S., | will maintain coverage for
incidents which may have occurred during the two years preceding my bacoming uninsured,

(O 5. | have elected not to canry medical malpractice insurance, howsver, | agree 1o satisly any adverse judgements up to the
mnhummmmaoa.mmsngnormms)@1 F. S. | understand thet | must elther post notice in the
form of & “sign" prominently displayed in the reception area or provide a written statement to any peraon (0 whom medical
services are being provided that | have decided not to carry medical malpractice insurance. | understand that such a sign or
notice must contain the wording specified in 8. 458,320{5){(g) or 468.008S(5)(g), F. S.

CATEGORY Il - EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE:

WOB. | practice medicine exciusively as an officer, employee, or agent of the federal govemnment, or ol the stale or its agencies or

(7. 1 hold a limted license lesued pursuant to 8. 458.317 or 450.0075, F. S., and practice only under the soope of the limited kcense;
(8. 1do not practice medicine in the State of Florida;

JC)s. | meet all of the following criterta:

{a) | have heid an active license 1o practics in this state or another state or some combination thersof for more than 15 years;
(b) | am retired or mainiain part time practice of no more than 1000 patient contact hours per year;

(c) | have had no more than two claima resulting in an indemnity exceeding $10,000 within the previous five year period;

Pémmmmdwmmmmmwwmmmhmmum

{e) ! have not been subject, within the past ten ysars of practice, to icense revocation or suspsneion, probation for a period
of three years or longer, uahdﬁ(nwmforavldﬂiondcmwmwMF& or the medical practice act of
M]MLAww;mdammm ficenee stipuiation, consent order or other

I in with duties at an acoredited medical school or ite ntems and
O mmymmm myu-:l)thg an or s teaching hospitals. (I







AC#H COPY STATE OF FLORIDA

DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE

DATE LICENSE NO. CONTROL NO.
12111999 NE 14808 17571 g §

THE MEDICAL DOCTOR
NAMED BELOW HASMETALI.REQUHEMENTSCF

Y-COPY CC

TT67 N UNIVERSITY DR SUITE 205
TAHARM:FL 3331

mmwm CF THE STATE OF FLORIDA.
COPY - NOT A VALID LICINSE - COPY

EXPIRATION DATE:

COPY - NOT A VALID LICENSE - COPY  Rioh watermon

EXPIRATION DATE: JANUARY 31, 2002
YOUR LICENSE NUMBER (S  ME 14000 ,PLEASE USEIT IN ALL CORRESPONDENCE WITH YOUR BOARD/COUNCIL. EACH
LICENSEE IS SOLELY RESPONSIBLE FOR NOTIFYING THE DEPARTMENT IN WRITING OF THE LICENSEE'S CURRENT MNLING
ADDRESS. USE THIS SECTION TO REPORT NAME AND/OR MAILING ADDRESS CHANGES.

NAME CHANGES REQUIRE LEGAL DOCUMENTATION SHOWING THE NAME CHANGE. PLEASE MAKE SURE THAT A PHOTOCOPY OF
ONE OF THE FOLLOWING ACCOMPANIES THIS FORM: A MARRIAGE LICENSE (MARRIAGE LICENSE MUST INDICATE THE ORIGINAL
SIGNATURE AND SEAL FROM THE CLERK OF THE COURT), A DIVORCE DECREE INDICATING RESTORATION OF YOUR MAIDEN NAME,
OR A COURT ORDER (E.G., ADOPTION, NAME CHANGE, OR FEDERAL IDENTITY CHANGE). ANY ONE OF THESE WILL BE ACCEPTED
UNLESS THE DEPARTMENT HAS A QUESTION ABOUT THE AUTHENTICITY OF THE DOCUMENT. A DRIVER'S LICENSE OR SOCIAL
SECURITY CARD IS NOT CONSIDERED LEGAL DOCUMENTATION,

TO REQUEST A DUPLICATE LICENSE SUBMIT THIS FORM AND A CHECK, PAYABLE TO THE DEPARTMENT OF HEALTH, IN THE
AMOUNT OF $25.00.

{] REQUEST DUPLICATE UCENSE
SIGNATURE REQUIRED

DEPARTMENT OF HEALTH
DAASION OF MEDICAL QUALITY ASSURANCE

LICENSURE SBERVICES
2020 CAPITAL CIRCLE, 8.E., BIN #C-10
TALLAHASSEE, FLORIDA 32398-3200
[[] NAME CHANGE (ATTACH LEGAL DOCUMENTATION) [ ] MAIING ADDRESS CHANGE
FROM:
MICDLE
e LAST WDDLE
FRST CITY STATE P
DH2103, 508
DEPARTMENT OF HEALTH 3
DIVISION OF MEDICAL QUALITY ASSURANCE
LICENSURE SERVICES

CAPITAL CIRCLE, S.E., BIN /C-10
TALLAHASSEE, FLORIDA 32399-3280

MICHAEL J BENJAMIN
7797 N UMIVERSITY DR SUNTE 206
TAMARAC, FL. 33321
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FLORIDA DEPARTMENT OF

Jeb Bush Robert G. Blwh. M.D.
Govemor Secretary
"Ocwcber 18, 1990

P \-eage_' “e-e.
MCHAL JEENJAMILMD. %ueshm\m«{
TAMARAC, FL-33321 . . , ()

 Dear Dr. BENJAMIN . PJ&)\D\I&(—»\ v\.AaAﬁL@Q

Wa have not recaived & response as of September 17, 1989, 10 a lotter we aent to you asking you 10 verify the O
cofvectness of your proliiing data which is 10 be published on the World Wide Web. Please review the

information contained in this letier for any changes, comeciions, and/or omissions 10 inaure the Information that witt ‘5 a‘
be published is cormect. Even if you have no changes, chack the corfect box below and retum & to the Department Z :
2t Post Office Box 8330, Tallahassoe, Florida 32314-6330. i you do have changes, pleass indicaie them directly on

this letter, nmmmmbmmmmwmuumdmmmmmm

be published aa it appears in this letter.

Dwmmbm
DWMMBWWGNWW
(R Practitionsr information

License Number : 14908 Liconss Stitus : ACTIVE CLEAR
Profession : Medical Doctor Year Began Practicing : "

Sinft Privieges;
The praciitioner did not provide this mandatory information.

Faculty Appoiniments;
The practitioner did not provide this mandatory information.
Thcpneﬂﬂmdldnotptwldoﬂsmmdahrﬂnhmﬂu\.

mmummnmmhhmm
B.  Education snd Training

14009-1




ne.

wv.

v‘

Vi

Medical Schoot : Dates of Attendance ; Graduation Dats : Degree Title
The pnrcﬂtlomrbilodb provide this mandatory Information

Themeﬂﬂomrddnﬂmﬁdeﬂsmndamwumm
Professional and Postgraduste Training
WM:MM:WWM:W:W:MAW
The practitioner did not provide this mandatory information.

Specialty
The practitioner did not provide this mandatory information.

Optional information

Commities:/Membershipe .
Thia practiioner has not indicated any committees on which they serve for any health entity with which they
are affilated. :

mmmmmwmammmmm«m
Publications

mmmmmmwmmmmmm peer-mlmdmodedmm
within the last len years.

Lanquages Qther Than English

This practitioner hes not indicated that any languages cther than are usad 10 communicate with
mwmwmmummmm primary piacs of practice.

Qther Affifstions
This practfiioner has not provided any national, state, local, county, or professional alfilations.

- E:Mall Addross

Not Provided
Other State Licenaure
This praciilioner has not indicated any additional siale ficensure.

Financial Responsibiiity

149092



| have hospital staff privileges and | have professional liability coverage in an amount not jess than $250,000
per ciaim, with a rminimum annual aggregate of not less than $300,000 from an authorized insurer as

- defined under 5. 624.08, F. S., from a surpius lines insurer as defined under 8. 626.914(2), F.'S., from a risk
Mbnmuda&ndmdars.sz?s#st .fom the Joint Undenwriting Association established
under s, 627.351(4), F. S., or through a plen of self-insurance as provided in s. 627,367, F. S. | further
mwmummmmwmmmmummummmm
(retroactive coverage) or i | seek insurance from a different entity providing insurance, | will purchuse
ratroactive coverage for the two years preceding my inception date of coverage. | further certify that in the
event my coverage Is terminated or that | desire to become uninsured and meet the financial responeibility
requirement through other proviaions in 8. 458.320 or 459.0005, F. S., Iwﬂmﬂ“nmbrmns
mmmmmmmmmnqmmm .

The criminai iristory information, If any exiets, will be incomplele; federsl criminal history is not -
mmummmmwmwhmmmm
Mwummmmmmmumwmm ‘

The practitionsr did not provide this mandaiory information.

VIN. Final Discipiinary Action (Within last 10 years)

Puuuunbmﬂ.aﬂ(ﬂ,Fs.mommnathMMMMHyu
hoapital or ambulatory surgical centsrs licensed under chapler 396, F.8.

'mmﬁmmmmmmwmmmmmwa
specialty board within the previous 10 years.

“The practitioner did not provide this mandatory information pertaining to final disciplinary action taken by a
licenaing agency within the previous 10 years. -

The practitioner did not provide this mandatory information pertaining to final discipiinary action taken by a
health maintenence organization, pre-paid health clinic, nursing home, out-of-state hospital or out-ol-etate

ambulatory surgical center within the previous 10 yewrs.

The practitioner did not provide this mandatory information pertaining to being asked to or allowed to resign
irom or had any medical staff privieges &restricted or rvoked within the previous 10 yesrs.

DX  Lisbility Cleims Exceading $5,000.00 (Within last 10 years)

mu-mmmwmawmdmmmmmm on
the prolessional competencs or conduct of the physioclen. A payment settisment of a

malpractice action or ciaim should not be construed as cresting a presumpiion thet medical

maipractics hes cocurred.

Thers have not been any reported Hability actions, which are raquired to be reported under section 455.697,
F.S., within the previous 10 years.

If you wish to make changes to the profile after it has been pubiished, pleass submit them 10 2020 Capital Circle
SE, Bin # C10, Tallzhasses, Florida 32399-6230.

Iif you have any questions or comments, call (850) 410-3359 Extension 2009,
Sincerely, )

140003



's Name MICHAEL J BENJAMIN

License § MEDD14909

MANDATORY PRACTITIONER
PROFILE QUESTIONNAIRE
FLORIDA

GTITIONER DATA

SSIONAL LICENSE NUMBER; MED014800 cckone) @ MEMD Tlosmo QcHoc O PODPM
(INGLUDE MAIDEN AND ON 2ND/3RD LINES ANY ALIASES, IF APPLICABLE):

NT NAME: _

AMIN MICHAEL . L J

LAST) {FIRSTY (MIDDLE AND MAIDEN NAME, iF APPUCABLE)

‘R NAME(S): ‘

LAST) (RRST) {MIDOLE)

ST} (ARET) (WIDOLE)

« SECURITY NUMBE. (This will not be published as a part of the profile; also, see instructions on page i)

57707 N UNIVERSITY DR SUITE 206 TAMARAG FL 33821

TGTREET AND NUMBER) ) (STATE) )
sRY PRACTICE ADDRESS: (Authortty: 5 456.505(1)}(2)2.F5.) ) '
N UNIVERSITY DR SUITE 208 TAMARAC FL 33321
TE NAME) (BTREET AND NUMBER) ©m ' (STAIE) @IP CODEY
« PRACTICE LOCATION(S): (OPTIONAL)
:2: (OPTIONAL)
CE NAME) (STREET AND NUMBER) ) {BTATE) " (2P CODE)
: 3: (OPTIONAL)
W) T (GTREET AND NOMRER) ) (SATE) ¥ CO0E)
yone: (984 78770 (This wilt not be published as a part of the proffe.)
JEGAN PRACTICING MEDIONE: /T2 3 pumey. . s s 2)
1. MEDICAL EDUCATION
¥ ali medical schools attended. (Authory: s. 455.565(1)(a)1., ES.)
SCHOOL/UNIVERSITY DATES OF DATE OF TYPE OF

DANCE . GRADUATION DEG
+LTH SCI CTR AT BROOKLYN, v v 1967 é;lz )
- S v

o compléted any graduate medical sducation?” Ys O N O

3", list in chronslogical order from date of graduation to the present. il compietsd graduate medical education. Do not includa coursework taken
it the continuing education requirement for licensure renewal. {Authorty: s. 455.588(1Ma)., F5.)

TCALTAANNG  [WTERNEe 7 AESOBGCY pras— e T TR G
OGRAM NAME - |sevLowswe s omven COUNTRY | MWDD/YYYY | MW/DOAYYY
SLAND JEWISH INT FLEXIBLE OR TRANSITIONAL YEAR - NY il Iﬂm

' HOSP CTR RES lOBSTETRICS AND GYNECOLOGY NY  OTOIN000 o7

rthe

Ny

I

18411 &1

g1



Practitioner’s Name | MICHAEL J BENJAMIN License 4 MEDD14000
1. OTHER HEALTH RELATED DEGREES ‘

Do you currently hoid a degree in a heaith related profession other than the professional degree isted In |1, A. above? Yes Q HOK
if "YES™, maWMMMammammmmmmmmmm
{Authority: 5. 455.585.(1){a}1., F3.)

FOM 70 .
NAME ! CITY / STATE/ COUNTRY .
OF SCHOOL / UNVERSITY STTE wnovvy | oo . DEGREE TTLE

IV. FACULTY APPOINTMENTS:
A. Have you had the responsibility for graduate medical education within the fast 10-years? (Aooriy: 5. 455.505.1)a.. £8) ves Q lh,ﬁ‘
B. Do you currentiy hold a factity appointment at & madicabheaith related institution of higher lsaming? (Awhwity: s, 456.506(1Ma)., F8 Yua HOK

it “YES", to question “B" list the title of the caxrnt appointment, namois) and city/stals of institulion(s).
TE INEYETUTION . CITY/STATE

1.
2
3

V. STAFF PRIVILEGES:
Do you currently hold staff privilages in a hospitalimedicalhealth institution?  Yes Y3h No O

if “YES”, fist MmmmymMmmmenmmm

Vi. snmnmmmm

Do you hold a cartification from any specialty board recognized bry the Fiorida board raguiating the profession for which you are lcansed? Yes & o O
{Aethortty: . 485.568(1)a)A. , FS)

1 "YES”, completa section below.

A1. Within the '
recognized mﬂ@ﬁauﬁmm i byl ey A ey ol Yes O oW
Association, or other similar nationsl aﬂmmm
".YES, M d Ll ﬂllﬂlﬂ *
oy o) e gy “‘«WW*W« discipiinary action(s), and indicats whether tha fial
srmumm OATE DESCARPTION OF VIOLATION DESCRIPTION OF FOUAL SCIPLIMARY ACTICH B8
1. . | ) oo
. ‘ Y/N
3 - — = —_ YIN
A2. Within the previgus Yen (1 had final
Ut Toehse, I 1S S B S T e ery. cton taken against you by the ageacy regusating Yes O o N

" HUYES”, st 3
m of agency(s (mmw’mmammmmms) and indicate whether the final

AGENCY NAME DATE mﬁm DESCRIPTION CF ACTION m‘
1 | YIN
2 _ _ - YIN
3 T ' . YIN




